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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 


Tbe following are violations of the Regulation of Connecticut State Agencies Section I9-13-D3 (b) 
Administration £2) and/or (c) Medical Staff (2YB) and/or (i) Gen eral (gh 

1. * Based on clinical record reviews, interviews, policy review and review of contracted services, 
the hospital failed to ensure that contracted physicians (Hospitalists) provided quality care to 
one of three patients (Patient #44) who had critical laboratory results. The findings include the 

following: 

a. Patient # 44 was admitted on 1/7/19 with generalized weakness and new onset diarrhea and 
vomiting. Review of the History & Physical (H&P) dated 1/7/19 indicated that the patient 
had a three day history of low back pain and abdominal cramps. Laboratory blood work was 
obtained that indicated a white blood count of 12.5 (normal 4.0-10.5), BUN of 42 (normal 
6.0-20.0) and creatinine of 1.4 (normal 0.7-1.2). The H&P indicated That the patient had 
severe weakness which could be attributed to severe dehydration, and acute gastroenteritis. 
Blood cultures times 2 were obtained on 1/7/19 at 11:48 AM and 12:36 PM. The record 
indicated that on 1/8/19 at 1:05 AM laboratory staff called the Charge Nurse with a critical 
report that identified the patient’s blood culture was positive with gram stain which was 
suggestive of Gram Positive Cocci. The clinical record indicated that RN #4 notified MD 
#4 at 1:13 AM, the note indicated that MD #4 was made aware and he indicated that he 
would like to be notified if the patients temperature was greater than 100.4 and made no 
changes to the patient’s treatment. The record indicated that the Charge Nurse was called on 
1/8/19 at 1:31 AM and was notified that the second blood culture was positive with the 
gram stain which was suggestive of Gram Positive Cocci. 

Interview with RN #4 on 1/31/19 at 8:40 AM indicated that she did not call the physician 
regarding the second blood culture because she felt that when she notified MD #4 earlier he 
indicated that he was to be called if the patients temperature was greater than 100.4 and at 
that time the patients temperature was 98.7. 

b. Review of Patient #44’s clinical record failed to identify that MD #4 documented the results 
of the preliminary blood culture results and/or his rationale for not initiating additional 
treatment. 

Interview with MD #4 on 2/4/19 at 9:00 AM indicated that he did not receive a sign off 
from the day shift hospitalist regarding Patient #44 and had to rely on what he was told by 
nursing and a review of the case on the computer. MD #4 indicated that he was notified of 
the positive blood culture and informed the RN to notify him if the patient's temperature 
elevated, however he did not write a note and/or pass this information on to the oncoming 
shift MD #4 indicated that even if informed of the second positive blood culture he would 
not have initiated antibiotics since the results were preliminary and could have been 
contaminants. MD #4 stated that for anything critical or actionable he would get in touch 
with the onco min g provider. MD#4 indicated he is responsible for 70-75 patients on the 
night shift" and "I just report actionable items". MD #4 indicated there were "far more 
sicker patients" in the hospital that night. MD #4 indicated that the on-coming day shift 
hospitalist should be reviewing all information that occurred overnight when rounding on 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE DENTTFIED 

the patient 

c. Review of Patient #44’s clinical record identified that MD #3's progress note dated 1/8/19 at 
10:30 AM failed to reflect that he reviewed all the laboratory data since the previous day 
and/or that he was aware of the positive blood cultures. 

Interview with MD #3 on 1/31/19 at 9:00 AM indicated that he was Patient #44’s primary 
hospitalist and is the Medical Director of the hospitalist program. MD #3 indicated that he 
would have expected MD #4 to document a note in the record regarding the positive blood 
cultures. MD #3 stated that in his opinion antibiotics should have been started when die 
first positive blood culture came back. In addition, MD #3 indicated that in the morning 
(1/8/19) he did not receive a sign out from MD #4 informing him of the positive blood 
culture, which resulted in antibiotics not being started. MD #3 indicated that the hospitalist 
program is a contracted service that had started at the hospital on 1/1/19. MD #3 indicated 
that the lack of a physician signout process is a weakness that he will be addressing. 

d. A nurse’s note dated 1/9/19 at 3:34 AM indicated that on 1/8/19 at 10:52 PM Patient #44 
was noted to have a temperature of 102.2, pulse of 102 and an oxygen saturation of 84 A. A 
rapid response was called resulting in the intubation and mechanical ventilation of the 
patient Zosyn and Vancomycin were administered at approximately 11:30 PM and the 
patient was transferred to the ICU. Despite life saving measures. Patient #44 expired on 
1/9/19 at 12:55 AM. 

A discharge summary dated 1/9/19 identified Patient #44’s discharge diagnosis as viral 
myositis. 

Interview with the President of Medical Affairs on 2/15/19 stated that the hospitalist group 
is a contracted service and the Medical Director of the hospitalist program (MD#3) is 
responsible for s taffin g based on patient census. The President stated a change in the 
patient's medical status should be documented in the clinical record 
Review of the contracted programs guidelines indicated in part that hospitalist physicians 
and providers will abide by the hospitals guidelines for completion of timely documentation 
for clinical communication and administration services. The guidelines indicated that 
hospitalist communication with other providers shall have the goal of maintaining continuity 
of care through the patient's hospital stay. 

The following is a violation of the Regulation of Connecticut State Agencies Section 19-13-D3 (b) 
Administration (2). 

2. * Based on review of the hospital's QAPI program, associated documentation and staff 
interviews, the hospital failed to develop and implement performance measures to include 
patient safety on the geriatric psychiatric (geri-psych) behavioral health unit. The finding 
includes: 

a. Review of the hospital's QAPI program identified that hospital wide performance measures 
include patient falls, restraint usage and assaultive behaviors. The data collected through 
performance measures demonstrated that the data was being analyzed, tracked, and included 
ongoing reviews of the performance measures. However, the geri-psych behavioral health 
patients were not included in the data collection. 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

The hospital's QAPI program was reviewed with Quality Specialists # 1 and # 2 on 2/25/19 
at 11:50 AM. The QAPI program failed to include patient safety measures specific to the 
geri-psych behavioral unit to include previously identified safety concerns with fall risk 
assessments, the use of the seclusion room, safety monitoring and/or implementation of 
interventions to maintain patient safety. 

Although the hospital discussed fall risk patients at a hospital wide safety huddle and 
education was to be completed with staff regarding the use of 4 point restraints versus 
seclusion, the hospital failed to analyze the data gathered in the assessments or evaluate the 
effectiveness of patient safety interventions for patients identified as high fall risk on the 
geri-psych behavioral health unit 

The following are violations of the Regulation of Connecticut State Agencies Section 19-13-D3 (b) 

A ^ministration and/or (c) Medical Staff (2W) a nd/or (i) General (gk 

3 *Based on clinical record reviews, interviews and policy review for three (3) of six (6) patients 
who underwent invasive procedures (Patients #3, #4 and #7), the hospital failed to ensure that 
the invasive procedures were completed on the correct location of the body and/or failed to 
ensure the correct procedure was performed. The findings include the following: 

a. Patient #3 was admitted on 10/18/18 for a right sacroiliac and right greater trochanteric 
bursa injection under fluoroscopy. The consent was completed on 10/11/18. Review of the 
record identified that the patient went to the OR at 2:30 PM and the procedure was 
completed at 2:36 PM. 

Review of the operative note dictated on 10/18/18 at 2:06 PM with an addendum dated 
10/18/18 at 4:34 PM identified that the patient's right ischial bursa was injected, not the 
right greater trochanteric as was intended. 

Interview with MD #6 on 1/31/19 at 12:00 PM stated during the timeout procedure the nurse 
was holding the consent, the procedure was read out loud and the patient pomted to the area. 
MD #6 indicated that the patient was marked for laterality but not for the specific site. 
Review of the Universal protocol indicated that site markings are required for all procedures 
involving distinction between sides, surface, multiple structures, or multiple levels. Site 
markings are the licensed independent practitioner's initials. The time out addresses, in part, 
the correct patient identity, confirmation that the correct side and site are marked, an 
accurate procedure consent form, agreement on the procedure being done and correct 

position. . , c 

b. Patient #4 was admitted on 9/14/18 with a right meniscus tear. Review of the consent form 

dated 8/27/18 identified a right knee arthroscopy with possible lateral meniscus repair. The 
H&P completed on 8/27/18 with an addendum on 9/11/18 indicated the plan was to repair 
the right medial meniscus. 

Pre-operative documentation indicated that the RN Circulator prepped the right knee and the 
timeout was completed on 9/14/18 at 1:52 PM. Review of the operative report indicated that 
a left knee medial and lateral meniscus tear was repaired. 

Interview with the RN Circulator on 1/31/19 at 1:15 PM indicated when he looked at the 
schedule he thought it was a left knee procedure and that the left leg was prepped in error 
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THE FOLLOWING VIOLATTON(S) OF THE REGULAHONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

prior to the procedure. 

Interview with MD #5 on 1/31/19 at 10:40 AM indicated that he saw the patien in the 
■ pre-operative area and initialed the right leg. MD #5 indicated drat upon arrival to the OR 

toe patient was in position, toe leg was prepped and draped, and toe timeout identified that 
toe "appropriate" procedure was being done. MD #5 identified that he did not have toe 

consent in front of him during the timeout. _ zi/io/io An 

c Patient (P) #7 was admitted to the Interventional Radiology (IR) department on 4/13/18. An 
original order dated 4/2/18 and signed by the ordering physician indicated P#7 was to have a 
CT scan of his/her left sternoclavicular (SC) joint. Review of toe electronic order generated 
by Scheduler #1 dated 4/2/18 at 1:00 PM indicated P#7 was to undergo a CT scan of toe 

ActoMtog^/procIdme note dated 4/13/18 by Interventional Radiologist (IR) #1 P#7 had 
been initially scheduled for a left SI joint injection however toe original order hadbeen 
brought to IR#l's attention prior to the patient’s arrival because the original order from e 
ordering physician's office stated SC joint not SI joint. The ordering^physicians office was 
subsequently contacted by Radiology Technician (RT) #1 and the office confirmed that toe 

left SC joint was the correct site. p , 7 

According to the procedure Universal Checklist completed by RT #1 oa 4/13/18, P#7 
confirmed the procedure as a left SC joint injection, the consent dated 4/13/18 was signed 
by P#7 for a left SC joint injection and the left SC joint site was verified and marked by IR 
#1. In addition a ’’time out" had been completed pnor to the start of the procedure and P#7 
agreed the procedure was a steroid injection to the left shoulder. 

On 4/13/18 at 12:00 PM P#7 received an injection of Depomedrol and Sensorcame to toe 
SC joint administered under ultrasound guidance. After P#7 was discharged it was _ 
discovered that P#7 should have undergone a CT scan of the left SC jomt not an injector. 
The ordering physician’s office and P#7 were notified of the error and P#7 returned to the 

hospital for a left SC joint CT scan on 4/13/18. . . ... 

During an interview with RT #1 on2/27/18 at 11:30 AMhe/she mdicatedpnox to toe 
procedure he/she compared the original order, which indicated SC joint with toe order 
entered in toe system, which indicated SI joint. Prior to toe procedure he/she called toe 
ordering physician's office and clarified if the "injection’’ was m the SC joint and not toe SI 
joint. The ordering physician's office confirmed a SC jomt injection. 

During an interview with EUfl on 2/27/19 at 11:40 AM, IR#1 indicated he/she did visualize 
the written order and saw SC joint identified however he/she did not see that CT scan was 
also indicated. IR#1 indicated based on P#1 verifying toe SC jomt injection several rimes 
prior to the procedure and toe history P#1 presented with of SC joint pam and swelling with 
arthritis IR#1 felt toe procedure was not out of toe ordinary therefore he/she tod not question 
toe injection. ®#1 indicated shortly after toe injection toe ordering physician s office called 
looking for the CT scan results and that was when toe error was identified. 

The Mowing are violations of toe Relation of Connecticut State Agencies Section 19-13-D _3Ic) 
Medical Staff I2)(B)._ _ 




FACILITY: Bristol Hospital 

DATES OF VISIT: January 17,18, 22,23 and February 25,2019 


Page 7 of 18. 


THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
• STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

4 * Based on clinical record reviews, policy review and interviews for one (1) of four (4) patients 

' wh o underwent a procedure (Patient #4), die hospital failed to ensure that physician’s followed 
medical staff bylaws and/or policies. The findings includes the following: 
a. Patient #4 was admitted on 9/14/18 with a right meniscus tear. Review of the consent form 
dated 8/27/18 identified a right knee arthroscopy with possible lateral meniscus repair. The 
H&P completed on 8/27/18 with an addendum on 9/11/18 indicated the plan was to repair 
the right medial meniscus. Pre-operative documentation indicated that the RN Circulator 
prepped the right knee and the timeout was completed on 9/14/18 at 1:52 PM. Review of the 
operative report indicated that a left knee medial and lateral meniscus tear was repaired. MD 
#5 failed to amend the operative report following the identification of the error. Interview 
with MD #5 on 1/31/19 at 10:40 AM indicated that he did not find out until later in the 
recovery room about the error and was unsure of what to do and did not document the error 

in the operative report i„ /104 . 

b Review of Patient #4’s clinical record indicated that a consent was completed on 9/14/18 tor 

a right knee cortisone injection. The consent failed to reflect the time it was obtained. 

• Review of the Medical Staff bylaws indicated that it is the responsibility of the practitioner 
to obtain proper informed consent as a prerequisite to any procedure or treatment. The 
hospital policy indicated when obtaini n g informed consent, the consent must contain the 
minimal element which are in part, date and time the informed consent is signed by the 

patient or legal representative, and the witness. 

c. Interview with MD #5 on 1/31/19 at 10:40 AM indicated that after it was discovered that the 
meniscus repair was completed on the incorrect knee, the decision was made to inject 
cortisone into the patient's right knee to help alleviate the patient's discomfort. Review of 
the clinical record with MD #5 failed to reflect documentation of the procedure. 

Review of the bylaws indicated that a brief operative/procedural report must be written in 
the medical record immediately following the conclusion of the surgery/procedure. 

The following are violations of the Regulation of Connecticut State Agencies Section 19-13-D3 (e ) 
Nursing Services (11 and/or ( il General (6). 

5. * Based on a review of facility documentation, clinical records, staff interviews, and policy 
review, for two (2) of three (3) sampled patients reviewed for falls, the facility failed to ensure 
Patient #6, who required assistance with ambulation, was provided that assistance following 
administration of psycho active medication and placement in a seclusion room, resulting in a fall 
with significant injury and/or for Patient #2, failed to remain with a patient identified as a high 
fall risk while the patient was standing resulting in a fall with mjury. The findings include: 
a. Patient #6 was admi tted to the inpatient geriatric psychiatric rehabilitation unit on 1/7/19 
with agitation and behavioral disturbances including combative behaviors. A fall risk 
assessment dated 1/17/19 at 10:00 PM identified the patient was a high fall risk and safety 
interventions included assistance with ambulation and transfers, more frequent monitoring, 
and constant observation. 

Nurse's notes dated 1/17/19 into 1/18/19 identified that between 8:00 PM and 6:00 AM, 
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Patient #6 was intermittently irritable and angry, anxious and restless, combative with care, 
hitting, elbowing and twisting staff aims and hands and climbing out of bed. Documented 
interventions identfied that the patient was ambulated in the hallways with assistance of 2 
staff, and fluids, snacks and toileting were offered. In this timeframe. Patient #6 received 
Haldol 2 milligrams (mg) by mouth, and Haldol concentrate 1 mg by mouth with no effect. 
The physician was notified and directed to administer Haldol 2 mg IM and Ativan 1 mg IM, 
however the patient continued with verbal/physical aggression towards staff. 

On 1/18/19 at 6:05 AM, Patient #6 was placed in a seclusion room with 1 to 1 monitoring 
with staff standing outside of the seclusion room door. Despite Patient #6 being identified as 
a high fall risk and requiring assistance with ambulation and transfers, there was no staff in 
the seclusion room with the patient to provide assistance with ambulation. A nurse’s note at 
6:55 AM identified the patient was kicking and hitting at the door and fell backwards 
landing on the floor and hitting his/her bead on the wall. The patient was assessed and vital 
signs were obtained but was uncooperative with neurological checks. The patient was noted 
with redness to the occipital area of the head and a skin tear to the left elbow. The patient 
was transferred to a Geri-chair. 

Review of a physician progress note dated 1/18/19 at 9:33AM identified a small bump on 
back of Patient #6's head. The note identified a CT scan will be ordered related to head 
trauma as the patient was at risk for intracranial hemorrhage given age and dementia. 

Review of the CT scan report dated 1/18/19 identified multiple small bilateral hemorrhagic 

contusions. 

Review of the MD progress note dated 1/18/19 at 12:32 PM identified that the CT scan was 
reviewed with a hospitalist who recommended either to transfer for neurological consult if 
family wished for aggressive treatment or transfer to medicine for observation and probable 
palliative care. The note further identified that education was provided to the family ^ 
regarding the seriousness of the event and the likelihood of death with continued brain 
bleeding. Patient to be transferred to medicine floor and will request a Hospice consult. 
Review of the clinical record identified that between 1/18/19 and 1/25/19, Patient #6 was 
identified as sedated, lethargic, sleeping, and/or unresponsive, and comfort measures _ 
continued to be provided. A physician progress note dated 1/25/19 at 11:43 AM identified 
Patient #6 was pronounced expired at 11:30 AM. 

Interview with RN #4 oh 2/5/19 at 11:00 AM stated that on the evening of 1/17/19 into the 
morning 1/18/19 Patient #6 was restless and agitated throughout the night and was placed on 
a 1 to 1 intermittently. RN #4 stated that the patient was medicated with his/her scheduled 
Haldol as well as administering the as needed (pm) Haldol around 3:00 AM for escalating 
behaviors and trying to climb out of bed. RN # stated the patient's behaviors escalated by 
grabbing, kicking and punching at staff and twisting a staff members arm, the physician was 
notified and the physician directed to administer Haldol and Ativan IM. RN #4 stated that 
‘ she called the RN Supervisor to the floor who directed to place the patient into the seclusion 
room to calm the patient down with 1 to 1 monitoring outside the door. RN #4 stated that 
she was aware the patient required assistance with ambulation due to the patient having an 
unsteady gait. RN # stated that she was watching the patient on camera and observed the 
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patient kicking and banging at the door and then fell backwards hitting his/her head on the 
wall. RN #4 stated that she went to the seclusion room and assessed the patient and notme 

^te!dew with RN #6 on 2/8/19 at 8:35 AM stated that she was called to the unit due to the 
patient having increased behaviors, hitting and yelling at staff. RN #6 stated that she was 
aware the patient required assistance with ambulation and transfers but she did not want to 
place the patient in 4 point restraints because she felt it would be undignified and the day 
• prior the patient was in the seclusion room and was fine. RN #6 farther stated that she was 
unsure where the 4 point restraints were located and if they would be able to apply them 
because she wasn’t sure security was on the floor. 

Interview with'Quality Specialist #1 on 2/5/19 at 11:15 AM stated that a patient who was 
requiring assistance for ambulation should not have been left alone in the seclusion room 
and that receiving Haldol placed the patient in even greater risk for falls. Quality Specialist 
#1 stated that there are other interventions that could have been used such as a Gen-chair 
and/or 4 point restraints until the patient's behaviors decreased. 

Interview with MD #8 on 2/7/19 at 2:30 PM stated that he reviewed Patient #6's case and 
the patient’s family declined to have a follow up CT scan to see if the bleed had changed 
MD #8 stated that the family requested palliative care. MD #8 further stated that it would be 
hard to tell why the patient died without the follow up CT scan. 

Review of the hospitals policy on Restraint and Seclusion identified the use of restraints or 
seclusion may occur in response to emergent, dangerous behaviors as an adjunct to 

maximizing a patient’s safety and promoting their wellness. . 

Review of hospital Fall Prevention and Management Protocol identified a patient who is at 
high risk for falling staff are to assure assistance and stay with the patient during 
■elimination, transfers and ambulation activities, 
b Patient #2 was admitted to the ED on 10/12/18 for increased difficulty swallowing, 

increased regurgitation and weakness. The patient was admitted for Intravenous (IV) fluids 
and possible esophageal manometry. Physician orders dated 10/12/18 directed to ambulate 
the patient with assistance. The fall risk assessment dated 10/25/18 at 12:00 AM identified 
Patient #2 as a high fall risk. Additional safety interventions included assistance with 

toileting, transferring and ambulation. 4 w 

Review of a nurse's note dated 10/25/18 at 7:30 AM identified that at 5:25 AM Patient #2 
was heard yelling for help and upon arrival to the room the patient stated he/she needed to 
get up . The note identified the nurse assisted the patient to the edge of the bed and then to a 
standing position and assisted the patient to use the urinal. Patient #2 became unsteady and 
stumbled to the left side. The ENTs hands were around the patient’s waist, and the patient 
was assisted to the ground landing on the left hip area. Patient #2 was assessed and 
complained of left hip pain. The note further identified the MD and RN Supervisor were 

called to assess the patient and an X-ray was obtained. . • „ 

Review of the Diagnostic report dated 10/25/18 identified a left intertrochantenc fracture of 

the left proximal femur. 

Review of facility documentation dated 12/25/18 identified as the RN assisted the patient to 
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a standing position to use the urinal, the patient's bed alarm was alarming. The RN let go of 
the patient to turn off the alarm and the patient began to fall. The documentation further 
noted that the RN grabbed the patient by the waist in attempt to assist the patient to the 
floor. 

Interview with Quality Specialist #2 on 2/7/19 at 1:15 PM stated that a patient who is a fall 
• risk and requires assistance with ambulation and transferring is not to be left alone. Quality 
Specialist #2 stated that during the review of the fall, it was identified that the RN let go of 
the patient to turn off the bed alarm. • 

Several attempts to contact RN #7 were unsuccessful. 

The following is a violation of the Regulation of Connecticut State Agencies Section 19-1 3 -D3 _ ( e ) . 
Nursing Sendees (1) and/or (i) General (61 

6. Based on clinical record review, facility policy review and staff interview for one (1) of three 
(3) sampled patients reviewed for safety checks, (Patient #6) the facility failed to ensure that 
nursing staff monitored and/or accurately documented the patients behaviors. The finding 
includes: 

a. Patient #6 was admitted to inpatient geriatric psychiatric rehabilitation on 1 /7/19 with 
agitation and behavioral disturbances including combative behaviors. 

Review of Patient #6’s Nursing Observation Sheet 15 minute Patient Safety Checks dated 
1/17/19 identified that from 12:00 AM thru 5:45 AM the patient was in his/her room and/or 
hallway. In. this timeframe, the patient’s behaviors were documented as 1:1 (staff 
supervision), which was inconsistent with the pre-established list of patient behaviors to 
choose from. However, according to nursing notes, Patient #6 was placed in the seclusion 
room on 1/17/19 at 5:15 AM for behaviors of being very agitated, swatting and kicking at 
staff, exit seeking, yelling and resistive to care, which were not identified on the patient 
safety check sheet. 

According to nursing notes, Patient #6 remained in the seclusion room from 1/17/19 at 5:15 
AM until 8:50 AM. Review of the Nursing Observation Sheet 15 minute Patient Safety 
Checks identified from 5:15 AM through 8:50 AM the patient was isolative with no 
“behaviors identified. 

In addition, the Nursing Observation Sheet 15 minute Patient Safety Checks dated 1/17/19 
from 9:00 AM thro ugh 5:30 PM identified the patient’s behaviors as 1:1 (staff supervision), 
inconsistent with the pre-established list of patient behaviors to choose from. 

Review of the Nursing Observation Sheet 15 minute Patient Safety Checks dated 1/17/19 
and Interview with Quality Specialist #1 on 2/5/19 at 12:30 PM identified that although the 
nurse's notes identified the patient was in the seclusion room from 5:15 AM until 8:50 AM, 
the documentation failed to identify the behaviors the patient was exhibiting during that 
time. The Quality Specialist stated that the behaviors need to be documented in order for 
nursing to determine if the intervention is appropriate. 
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TEe following are violations of the Regulation of Connecticut State Agencies Section 19-13-D3 j e) 
Nursing Services ('ll and/or (i) General (6R 

7. Based on clinical record review, interview and.policy review for one (1) of three (3) patients 
reviewed for medication administration (Patient #12) the hospital failed to ensure that 
medications were administered as ordered and/or that the efficacy was assessed. The findings 

include the following: _ .... 

Patient #12 was admit ted on 1/15/19 for a total knee replacement. Review of the physician s 

orders dated 1/14/19 directed Morphine 2 mg IV for severe pain (level 8-10), Oxycodone 5 

mg for moderate pain (level 5-7), and Tramadol 50 mg for mild pain (level 1-4). 

a. Review of the clinical record on 1/16/19 at 1:30 PM with the Nurse Manager indicated 
that on 1/15/19 at 9:28 PM the patient indicated a pain level of 8 and 5 mg of 
Oxycodone was administered. The clinical record indicated that on 1/17/19 at 6.47 AM 
the patient had a pain level- of 9 and 5 mg of Oxycodone was administered, instead of 
Morphine as directed in the physician order. 

b. Review of the clinical record indicated that on 1/17/39 Patient #12 had a pain level of 7 
at 1:42 PM and 5 mg of Oxycodone was administered. The record failed to reflect an 
assessment to determine the efficacy of the medication. 

c. Review of the clinical record indicated that on 1/16/19 at 6:45 AM Patient #12 had a 
pain level of 7 and Tramadol 50 mg was administered instead of Oxycodone as directed 

in. the physician's order. 

d. The clinical record indicated that on 1/15/19 at 1:18 PM the patient had a pain level of 7 
and Tramadol 50 mg was administered instead of Oxycodone as directed in the 
physician’s order. The record indicated that at 2:15 PM the patient's level of pain was 
reassessed and was again a 7. The record failed to reflect that this elevated level of pain 
was addressed and/or failed to identify the rationale of no further interventions. 

e. The clinical record indicated that on 1/16/19 at-8:20 AM and 6:45 PM the patient had a 
pain level of 7 and Tramadol 50 mg was administered instead of Oxycodone as directed 
in the physician order. The record indicated that at 10:45 AM and 8:00 PM the patient s 
level of pain was reassessed and was again a 7. The record failed to reflect that the 
elevated levels of pain was addressed and/or failed to identify the rationale of no further 
interventions. 

Review of the policy for Medication Administration indicated that patients will receive 
medications per the physician's order. The Pain Assessment policy indicated that it is 
the responsibility of all clinical staff to assess and reassess the patient for pain and for 
relief from pain. 

The following are violations of the Regulation of Connecticut State Agencies Section 19-13-D3 (e) . 

Nursing Services Ill and/or (T) General (6). 

8. Based on facility documentation, clinical record review, staff interviews, and hospital policy, for 
three (3) of four (4) sampled patients reviewed for controlled substances, (Patient #33, #35 and 
#36) the hospital failed to ensure controlled substances were discarded appropriately. The 
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THE FOLLOWING VIOLATION® OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

findings include: 

a. Patient #33 was admitted to the Emergency Department (ED) for flu like symptoms. 
Physician orders dated 2/25/18 at 11:12 PM directed to administer Morphine Sulfate 4 mg 
Intravenous (IV) now. Review of the medication dispensing system identified RN # 1 

' pulled Morphine 10 mg for Patient #33, but failed to document the time and who witnessed 
the remaining 6 mg of Morphine being discarded. 

b. Patient #35 was admitted to ED on 2/25/18 with complaints of abdominal pain, cough and 
body aches. Physician orders dated 2/25/18 at 2:50 PM directed to administer Ativan lOmg 
IV- now. Review of the medication dispensing system identified RN #1 pulled Ativan 2 mg 
vial at 2:43 PM and wasted 1 mg of Ativan at 5:52 PM without the benefit of a witness. 

c. Patient #36 was admitted to the ED on 2/25/18 with complaints of left hip pain. Physician 
orders dated 2/25/18 at 2:26 PM directed to ad min ister Dilaudid lOmg IV now. Review of 
the medication dispensing system identified RN #1 pulled Dilaudid 2 mg at 2:29 PM, but 
failed to document the time and who witnessed the other 1 mg of Dilaudid being discarded. 
Interview with the Director of Pharmacy on 2/5/19 at 1:45 PM stated discrepancy reports are 
generated from the pharmacy each day and on the report it identifies if mediations were 
wasted appropriately according to hospital policy. The Director of Pharmacy further stated 
that he reviews those reports and saw that RN #1 had pulled a larger amount of controlled 
medications then what was ordered but did not waste the medications with another nurse 
according to hospital policy. 

Interview with Quality Specialist #1 on 2/7/19 at 10:15 AM stated that when controlled 
substances need to be wasted another nurse is to be present and the medication is to be put 
into the sharps container and the witness enters their password to complete the transaction. 

In the case of RN # 1, this process did not occur. 

The following are violations of tire Regulation of Connecticut State Agencies Section 19-13-D3 (b ) 
Administration t2! and/or (6) Medical Staff (4) (A) an d/or (e) Nursing Services (1) and/or .(f) 

Diagnostic and therapeutic facilities and/or (T) General (6) and/or (1) Infection control (1) (A). 

9. Based on a tour of the facility, review of facility policies, observations and interviews for one of 

three ST (scrub technicians), the facility failed to ensure proper hair coverage and/or a sanitized 

environment in the surgical suite. The finding includes. 

a. A tour of the surgical areas was conducted on 1/17/19 with the OR Supervisor. Observation 
on 1 /17/19 at 9:53 AM identified ST # 1 next to the sterile field during 

Patient #26’s surgical eye procedure. Although ST #1 had donned a bouffant head covering, 
•hair was observed sticking out from either side of the bouffant. Subsequently, the OR 
Manager entered OR #6 and assisted ST #1 in adjusting her bouffant The facility policy for 
OR attire identified that hats and hoods should cover head and facial hair. . • 

b. A tour of the surgical areas was conducted on 1/17/19 with the OR Supervisor. Observation 
of OR #3 at 9:34 AM noted a build-up of dust and debris on the horizontal surfaces of the 
wall hand sanitizer and the built-in wall radio. Interview with the OR Supervisor on 1/17/19 
at 9: 48 AM indicated that the surgical suite is sanitized after each OR case by staff with the 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

use of a germicidal wipe. The facility policy for OR terminal cleaning directed to damp 

wipe all horizontal surfaces with germicidal detergent .. . 

10. Based on a tour of the facility, review of facility policies, observations and interviews for two of 
’ ten glucometer control solutions, the facility failed to ensure that the opened solutions were 
dated as per policy. The finding includes: 

' a . ' A tour of the PACU (Post anesthesia care unit) was conducted with the PACU Manager on 
1/17/19. Observations on 1/17/19 at 10:01 AM identified that the high and low control 
solution bottles for the glucometer were opened. The observation and interview with the 
PACU Manager further noted that although a date or dates had been previously hand written 
on the bottles, the writing was smudged and not discemable. The facility policy for glucose 
testing identified that glucose solutions are good for three months and the date the vial is 
opened and expiration date should be written on the Mai label. 


11. Based on a tour of the facility, review of facility policies, observations and interviews for two of 
three automated scope cleaners the facility failed to ensure that cleaning/maintenance was 
documented and/or performed as per policy. 

The finding includes: 

a. A tour of the endoscopy reprocessing area was conducted with the Lead Techician on 

1/17/19. Observations on 1/17/19 at 12:47 PM identified that the facility had two scope 
machines (Olympus) that were connected to four blue water filters. A date on the 
whiteboard indicated that the four filters were changed last on 11/28/18. Interview with the 
Lead Technician on 1/17/19 at 12:47 PM and/or 1:03 PM noted that the date on the board 
was incorrect and, although a log was not maintained, the filters were last changed at the 
beginning of January Further interview identified that she notifies the plumber that the 
filters need changing whenever her machine readings are high (approximately monthly). 
Interview with Plumber #1 on 1/17/19 at 12:50 PM indicated that he is notified of the need 
to change the water filters but could not provide documentation of when the filters were 
changed. Review of manufacturer’s recommendations for the Olympus endoscope 
reprocessor identified that monthly maintenance included changing the water filters. 

12 Based on a tour of the facility radiological services, review of facility policies, observations and 
’ interviews the facility failed to ensure that patient equipment was properly maintamed/samtized 

and/or had not expired. The finding includes: _ . 

a. A tour of the three x-ray rooms was performed on 1/17/19 with the Director of Diagnostic 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

Imaging. Observation of x-ray room #4 identified that the vinyl pad on the x-ray table had 
multiple tears around all edges exposing the foam beneath and rendering the equipment . 
unable to be properly sanitized. Interview with the Senior Lead Technician of Diagnostics- 
identified that a germicidal wipe was used to clean the x-ray room tables as in the OR. The 
facility policy for infection control and decontamination of the imaging equipment identified 
that imaging rooms and equipment are surfaced cleaned with a Hospital approved 
disinfectant and must be done after contact with every patient. 

b A tour of the IR (interventional radiology) room was conducted on 1/17/19 with the 
Lead IR Technician. Observation at 3:00 PM on 1/17/19 noted that 6 stents and 4 wires in 
the IR closet had expiration dates that ranged from 2011 to 2018. Interview with the Lead 
IR Techician at this time indicated that it was his responsibility to check the IR cabinet for 
outdated equipment. The facility j ob description for Lead Technologist identified a . 
responsibility to maintain adequate inventory of all required supplies. The facility policy for 
general storage areas identified that shelf control shall be the responsibility of that 
department only. 


■Hie following are violations of fee Regulation of Connecticut State Agencies Section 19-13 -D 3 flfl 
A ^ministration Q\ and/or (c) Medical Staff ffl (A) and/ or (d) Medical records (3) andior (e) Nursrng 

Services (l) and/or (T) Gengr alXgh 


13. Based on a tour of the facility, review of medical records, review of facility policies and 

interviews for three of three patients who had dual endoscopic procedures (Patient #23, Patient 
#24 and Patient #25), the facility failed to ensure each procedure start and/or end time was 

documented. The finding includes: ... 

a. Patient #23 had both upper and lower endoscopic procedures performed at the facility on 
1/11/19. The operative record identified 8:33 AM as the start of the procedure (upper 
endoscopy) and 9:14 AM as the end of the procedure (colonoscopy). Review of the end time 
of the upper endoscopy procedure and the beginning time of the colonoscopy procedure 

were not documented. r , .... 

b. Patient #24 had both upper and lower endoscopic procedures performed at the facility on 
1/11/19. The operative record identified 12:40 PM as the start of the procedure (upper 
endoscopy) 12' 53 PM as the start time of the colonoscopy and 1:05 PM as the end of the 
colonoscopy procedure. Review of the end time of the upper endoscopy procedure w^as not 

documented. _ ... 

c. Patient #25 had both upper and lower endoscopic procedures performed at the facility on 

1/7/19. The operative record identified 9:58 AM as the start of the procedure (upper 
endoscopy) and 10:42 AM as the end of the procedure (colonoscopy). Review of the end 
time of the upper endoscopy procedure and the beginning time of the colonoscopy procedure 

were not documented. . . A mi mm + 

Review of the Patients 5 records and interview with the Cluneal Coordinator on 1/17/19 at 

11:00 AM noted that the intraoperative record did not have a specific area to fill in and 
document the end time of the upper endoscopy or the start time of the colonoscopy. Further 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

' interview identified that the information should be documented by the nurse in the note 

section of the intraoperative record. 

- ■ - - - The facility policy for documentation guidelines for nursing staff identified to maintain 

accurate clinical patient record. The policy indicated dial the documentation should be clear 

concise and specific. 

The following is a violation of the Regulation of Connecticut State Agencies Sec tion 19-13-P3 
A rtministration Q ) and/or (c) Me di c a l Staff (2) and/or (f| General jg L 

14 *Based on clinical record reviews, review of policies and interviews with staff fori of 3 
' patients reviewed for procedures (Patient #50) the hospital failed to ensure that procedural 

equipment was not retained. The findings include: . , , 

a. patient #50 was admitted on 2/6/19 and underwent a hystosalpmgogram which required the 
insertion of a catheter into the uterus followed by an injection of dye. At die conclusion of 
the procedure MD #7 was identified as removing the catheter and then left the room. 

Patient #7 went to the restroom and identified a plastic straw-like object in the vagina, 
removed it and handed it to the radiology technician. The item was noted to resemble a 

catheter sheath. Patient #50 was discharged with problems identified. 

Interview with MD #7 on 2/25/19 at 9:40 PM identified that she believed that she removed 
the catheter at the conclusion of the procedure but it must not have come out fidJy. When 
the patient stood up, it was recognized that the catheter was in the vagina and the patient 

Review of the hospital’s Hystosalpingogram Protocol identified that there was no provision 
for the accounting of medical supplies and/or procedural items used during a 
hystosalpingogram. 

The following are violations of the Regulations of Connecticut State Agencies Section 19-13-D3 . (e ) 
Nursin g Service III and /or (i) General (3) 

15 Based on clinical record review, interview and policy review the facility for 3 of 6 pafients 
reviewed for restraint use, the facility failed to ensure that the patients were momtored while m 
restraints and/or that the restraints were removed at the earliest possible time. The findings 

include the following: ^^a 

a. Patient #13 was admitted on 1/13/19 with hypoxia and pneumonia. The clinical record 

indicated that on 1/16/19 the patient was agitated and at 5:15 PM, an order for violent 
restr aints identified that the patient was a danger to self, danger to others and fall poteatiai. 
The Nurse’s note dated 1/16/19 at 5:44 PM indicated that the patient was agitated, hitting, 
scratching and spitting. The note indicated that the patient was placed in bilateral wrist 

restraints for staff safety and Haldol M was given. _ , 

b. Review of the record indicated that the patient was momtored every two hours by the RN. 
Review of the restraint continuous observation flow sheet indicated that the restraints were 
initiated at 5:30 PM on 1/16/19 and the patient was combative, yelling, cursing and verbally 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

threatening. The fifteen minute checks indicated that for the period of 11:15 PM through 
5:00 AM on 1/17/19 the patient remained in restraints and the behaviors identified were 

- disoriented, quiet, cooperative, talking to self, nr sleeping. ■ The period of 5:00 AM nn.~ 

1/ 17/ 19 through 9:45 AM indicated that although the patient was sleepmg he/she remained 


c. 


d. 




in restraints. , 

Interview with the Nurse Manager on 1/17/19 at 1:30 PM indicated that the facility has two 

types of restraints non-violent and violent and that patients are monitored every two hours 

regardless of the type of restraints. _ . 

Patient #10 was admitted on 1/14/19 with alcohol abuse. Review of the clinical record 
indicated that on 1/16/19 there was a physician order at 9:02 PM that directed 2 point 
nonviolent wrist restraints. The monitoring flow sheet indicated that the patient was 
monitored by the RN at 9:02 PM on 1/16/19 and 8:05 AM and 10:14 on 1/17/19 at which 
time the restraints were discontinued. The facility failed to ensure that every two hour 


nursing monitoring was completed. 

Review of Patient #49’s physician’s orders dated 11/6/18 at 4:00 PM and 8:00 PM directed 
four point locked restraints. The patient was placed in restraints on 11/6/18 at 
approximately 4:00 PM. The record indicated that the patient was a danger to self and hit a 
staff member. The patient was placed in four point locked restraints. Review of the nursing 
documentation indicated that the RN monitored the patient every two hours, at 11:46 PM 
the patient was cooperative with care, and was in two point locked restraints. Review of 
Patient 49’s restraint observation record for 11/6/18 at 4:00 PM indicated that the patient 
was in four point restraints. The fifteen minute checks indicated that the patient was 
combative and trying to hurt self. The fifteen monitoring indicated that on 11/6/18 at 6:00 
PM through 10:15 PM the patient remained in four point restraints and the behaviors 
identified requiring four restraints were agitated and restless. For the period of 10.30 PM 
through 11:45 PM on 11/6/18 the fifteen minute checks indicated that the patient was quiet 
and cooperative however remained in four point restraints. The facility failed to ensure that 
restraints were discontinued at the earliest possible time. 

The fifteen minute monitoring indicated that that for the period of 11:30 on 11/6/18 through 
12:30 AM on 11/7/18.the patient’s behaviors requiring restraints were identified as sleepmg 


the patient was in 2 point restraints. 

Review of Patient #49’s physician’s orders dated 11/7/18 at 1:56 PM directed the use of 
violent locked four point restraints. The RN monitoring flow sheet indicated that at 3:28 PM 
on 11/7/19 the patient was in four points with the clinical justification identified as 
“intervention ineffective”. Review of the restraint observation record indicated that the 
patient was placed in four point locked restraints at 2:00 PM on 11/7/18 with the behaviors 
identified as combative and trying to hurt self. The monitoring indicated that at 4:00 PM 
through 5:15 PM on 11/7/18 the patient was still and quiet however remained m four pomt 

restraints. . . 

Patient #49’s physicians order dated 1/7/19 at 6:00 PM directed four pomt violent restraints. 

On 11/7/18 at 5:56 PM Patient #49’s nursing documentation indicated that the patient was 
in 2 point locked restraints with the clinical justification identified as intervention 
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THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 

WERE IDENTIFIED 

Review of the monitoring flow sheet with the Quality Specialist indicated that for the period 

. of 5:3 0 PM through 7:45 PM on 11/7/18 the-patient was in two point restraints with the 

behaviors identified requiring the use of locked restraints was agitated, quiet, sleeping and 
verbally appropriate. The facility failed to ensure that restraints were discontinued at the 
earliest possible timer The record indicated that the restraints were removed at 7:38 PM on ■ 

.11/7/18. ■ , 

The policy indicated that for Violent restraints the orders are time limited and that the order 

must specify the type of restraint. The policy indicated that at a minimum a patient in 
restraints should be observed every two hours by the RN. The policy indicated that the 
• patient is observed by the RN every two hours. The policy indicated that the use of restraints 
should be frequently evaluated and ended at the earliest possible time based on an 
assessment of the patient. 

The below are violations of the. State of Connecticut Public Health Code Section 19U3 _ 2D3 Short Term 
Hospitals, General and Special U) Physical Plant (2).& (i) General Xgg 

16. Based on tour and documentation review on January 23 rd and 24 th 2019, the following items 
were observed: _ 

a. The surveyor was not provided with documentation from facility staff that would indicate 
that personnel that are conducting the required interval inspections and testing of the facility 
fire alarm system meet the requirements set forth by section 10.2.2.5.1 of NFPA 72. ^ 

• • b. ’ The surveyor was not provided with documentation from facility staff that would indicate 

■ that personnel that are conducting the required interval inspections and testing of the facility 
fire sprinkler system have a current State of Connecticut F-l license. 

•c. The surveyor, accompanied by facility staff, observed that the fire sprinkler heads behind the 
sterilizing machines within the Central Sterile Processing Department are incorrectly 

installed for that type of application and coverage area 

d. The surveyor, accompanied by facility staff, observed that the Emergency Department 
Triage area lacks adequate exit signage, not meeting the requirements set forth by section 
7.10.1.2.1 ofNFPA 101. 

e _ ghe surveyor, accompanied by facility staff, observed that Sub-sterile Rooms # 1&2 and 
6&7 within the Operating Room suite have wall damage, rust stained flooring, and missing 
pieces of floor drain grating. 

' • f. The surveyor, accompanied by facility staff, observed that the “crisis bathroom” within the 
Emergency Department lacks tamper resistant fasteners, has a broken mirror, a suspended 
ceiling assembly, and contains utility fixtures that are not intended for use in a behavioral 
health unit environment. 

g. The surveyor, accompanied by facility staff, observed that the exhaust ductwork for the ETO 
sterilizing machine within the Central Sterile Processing Department is not constructed or 
installed to the standards set forth by section 510.8 of the International Mechanical Code. . 
gge surveyor, accompanied by facility staff, observed that the required fire wall for the main 




FACILITY: Bristol Hospital 

DATES OF VISIT: January 17, 18, 22, 23 and February 25,2019 


Page 18 of 18 


THE FOLLOWING VIOLATION(S) OF THE REGULATIONS OF CONNECTICUT 
STATE AGENCIES AND/OR CONNECTICUT GENERAL STATUTES 
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soiled linen storage room was incomplete i.e. missing blocks and large holes therefor not 
maintaining the required resistance to the passage of fire and smoke as required in 

NFPA101: - . . ' J , 

i The surveyor, accompanied by facility staff, observed that the double comdor doors for the 

main soiled linen room was damaged and the doors were binding and not fully closing as 
■ required by NFPA 101, negating the assembly’s ability to resist the passage of fire & smoke 

as required. . 

j. The surveyor, accompanied by facility staff observed that the comdor door for the mam 

medical gas manifold room and storage area lacked a 1 hour rating plate not maintaining the 
1 hour separation as' required by NFPA 99 Heath Care Facilities and the room lacked the 
ventilation for the storage of gases greater than 3000 cubic feet as required by NFPA 99 
Health Care Facility. 
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report of critical values for inpatients over the 
previous 24 hours to the quality department. 
The quality department will match this with 
physician documentation. Audits for all 
critical results notifications for in-house_ 



















The committee established recommendation for 
scripting with the new process flow and safety 
initiatives for time out practices. 
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continue. Audits of active participation and 
adherence to current time out procedure continue to 
be done, as (self-reported September 21, 2018), 
DPH CAP 0041-18-04 and TJC CAP 309909 state. 
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Physician to be re-educated on informed consent President of the 3/28/2019 ECMS 

policy and the Medical Staff Bylaws via Read and Medical Staff 

Sign documentation. 
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Inpatient and Emergency Center Operati 
Managers for 95% compliance for 90 da’ 
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Results of audits will be reviewed in daily unit 
safety huddles and just-in-time training will be 
provided. 





Defined Measures to Prevent Reoccurrence Responsible Completion Where reported 

_ person _ Date __ 
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Defined Measures to Prevent Reoccurrence 











Responsible Leader: Systems Director, 
Support Services 
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Defined Measures to Prevent | Responsible Completion 

_ Reoccurrence _ person _ Date 

Responsible Leader 

Administrative Director, Diagnostic Imaging 



implementation 

All expired stents and wires in the IR closet 1/17/2019 

were removed on January 17, 2019. 
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Monitoring 

No further action required. 




Defined Measures to Prevent Responsible Completion Where 

Reoccurrence_ person _ Date _ reported 
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Plan/System Improvement Systems 

Quote and Purchase order for duct work for Director Complete 

ETO sterilizing machine in CSS completed on Support 5/06/2019 

May 6, 2019. ___ Services _ 



Implementation 

Signage completed by May 6, 2019 









